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Studies of the therapeutic alliance in cognitive-
behavioral therapy (CBT) have varied in their results,
necessitating a deeper understanding of this construct.
Through an exploratory factor analysis of the alliance
in CBT, as measured by the Working Alliance
Inventory (shortened, observer-rated version), the
authors found a two-factor structure of alliance that
challenges the commonly accepted one general factor of
alliance. The results suggest that the relationship
between therapist and client (Relationship) may be
largely independent of the client’s agreement with and
confidence in the therapist and CBT (Agreement/
Confidence), necessitating independent measures of these
two factors, not one measure of a general alliance
factor.

(The Journal of Psychotherapy Practice and
Research 2001; 10:173–178)

Cognitive-behavioral therapy (CBT) has become
one of the most often practiced treatments for de-

pression in the course of the past two decades, and it
has been found to be an effective treatment of depres-
sion in most efficacy studies.1 It aims to alleviate de-
pression through the direct modification of the clients’
irrational and negative beliefs.

The therapeutic alliance is believed by many to be
critical for success in all types of psychotherapy.2 Al-
though the importance of alliance in counseling and
psychotherapy is generally accepted, the definition of
the construct has varied greatly.3 Even though no gen-
erally accepted definition of alliance has been offered,
studies continue to look at this construct as an integral
therapeutic component of psychotherapy. The often-
cited meta-analysis by Horvath and Symonds4 shows a
meaningful correlation between alliance and treatment
outcome, and the more recent meta-analysis by Martin
et al.5 shows a moderate but consistent relationship of
alliance and outcome across 79 studies.

A popular definition of the therapeutic alliance is
that proposed by Bordin.6 He defined alliance as con-
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sisting of three related components: 1) client and ther-
apist agreement on Goals of treatment, 2) client and
therapist agreement on how to achieve the goals (Task
agreement), and 3) the development of a personal Bond
between the therapist and client. This conceptualization
implies a factor structure characterized by one general
alliance factor and three secondary factors, each cor-
responding to one of the components. This definition
of alliance is gaining in acceptance, but because the pre-
cise definition of alliance has varied greatly, there is a
need for further clarification of this therapeutic con-
struct.

Horvath and Greenberg7 developed the Working
Alliance Inventory (WAI), therapist and client versions.
The WAI-T and WAI-C are designed to yield three al-
liance scales, corresponding to Bordin’s6 components:
Goal, Task, and Bond. These scales were shortened
from 36 items to 12 items by Tracey and Kokotovic,8

and Tichenor and Hill3 adapted the WAI to be rated by
observers (WAI-O) by adapting the pronouns from the
client and therapist forms. We chose to use the
WAI-O- S (shortened observer-rated version) because it
was based closely on the Bordin6 definition and is a
widely used and accepted alliance scale.5 The observer
version of the WAI was utilized because our study’s
sample consisted of audiotaped sessions of CBT, and
we chose the short version so that our participant-to-
variable ratio (where each scale item is considered a vari-
able) would allow for a clear and stable factor structure
with no spurious results. The WAI-O-S has been growing
in popularity, but no published factor analysis of the scale
exists. Because the WAI scales are very widely used in
alliance research,5 a better understanding of their factor
structure is necessary, especially in CBT.

Tracey and Kokotovic8 examined the factor struc-
ture of the Working Alliance Inventory by comparing
two rival definitions of alliance, one that posits a general
alliance construct and another that views the Goal, Task,
and Bond constructs as correlated but unique in their
content. Their confirmatory factor analysis, however,
resulted in only adequate fits at best, and they did not
look at alliance in CBT. Their conclusion was that the
WAI-T-S and WAI-C-S appear to measure primarily a
General Alliance factor and secondarily three specific
aspects of the alliance (Goal, Task, and Bond). This im-
plies one general therapy alliance factor, with three su-
bfactors.

In a more recent exploratory factor analysis,
Hatcher and Barends9 looked at three alliance scales in

psychodynamic therapy. Again, this study did not look
at alliance in CBT, but their results illustrate the diver-
sity of views that our field has of the construct of the
alliance. Their results suggest that the alliance, as mea-
sured by the WAI client and therapist forms, has two
independent factors, with Goal and Task items grouping
on one factor and Bond items grouping on the other.
These results seem to run counter to Tracey and Ko-
kotovic’s8 findings of one general alliance factor with
three subfactors in the WAI-C and WAI-T. Bordin’s6

model, as measured by the WAI, seems to suggest sev-
eral components, but researchers continue to assume a
one-factor construct of alliance,9,10 even though this can
lead to problems in research, especially if alliance is
more complex than believed by many. Horvath11 states
that “most [alliance] scales purport to measure a num-
ber of constituent elements (subscales) as well as the
overall strength of the alliance. . . . All the scales tacitly
assume that the components are of equal import and
are additive. Thus, an alliance score that is the un-
weighted sum of all the scale scores is generated by each
instrument” (p. 262). Perhaps the components of alli-
ance need to be weighted differently, or maybe they
should even be looked at as independent constructs.

Although the importance of alliance is generally ac-
cepted, and researchers, as we have seen, have sought
a deeper understanding of the components of alliance
in other forms of therapy, the therapeutic effect of alli-
ance in CBT has remained controversial. A question
remains as to the temporal sequence in formation of
alliance—whether alliance causes outcome or outcome
causes alliance. DeRubeis and Feeley12 have shown that
alliance does not predict outcome in CBT and that the
correlation may reflect the effect of outcome on alliance,
but this study, as well as a replication of it,13 treated the
alliance as one general factor. Raue and Goldfried14 re-
port that the therapeutic relationship is seen as central
within CBT, that “successful cognitive-behavioral inter-
ventions are unlikely to occur unless there exists a good
working alliance—a good therapeutic bond, and a mu-
tual agreement on goals and therapeutic methods”
(p. 135). But they admit that only a small amount of
research has been conducted on the alliance in CBT
and that research on the unique nature of the alliance
in CBT is needed.14 It is important that we understand
the construct of alliance better because so few studies
have looked at the theoretical dimensions of alliance in
CBT. In particular, if alliance is truly an important con-
struct of therapy, we need to better understand how to
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measure it—especially in CBT, where the therapeutic
importance of alliance has been questioned.12,15

The present project thus aimed to determine the fac-
tor structure of alliance in CBT. We wished to examine
whether Bordin’s6 hypothesized structure accurately rep-
resents the factor structure of alliance in CBT by assess-
ing that structure as measured by the WAI-O-S. We
hypothesized that Bordin’s6 model suggests related but
independent components of alliance, rather than the
one general alliance factor that many assume. In this
way, we hoped to determine whether 1) a general alli-
ance factor exists or 2) alliance in CBT consists instead
of multiple independent factors. In the latter case, new
scales would be required to accurately measure the con-
struct of alliance.

METHODS

Sample

We looked at CBT that took place with 94 patients
in the Jacobson et al.16 study. Patients’ average age was
39 years, the female-to-male ratio was approximately
3.5 to 1, and more than 80% of patients were Caucasian.
More detailed patient demographics can be found in
Table 1 of Jacobson et al.16 Patients met criteria for ma-
jor depression according to the Diagnostic and Statistical
Manual of Mental Disorders,17 scored at least 20 on the
Beck Depression Inventory,18 and scored 14 or greater
on the Hamilton Rating Scale for Depression.19

Four experienced cognitive therapists provided
treatment. Their average age was 44 years (range 37 to
49 years), and they averaged 15 years of postdegree
clinical experience (range 7 to 20 years). They had been
practicing CBT for an average of 10 years since their
formal training, with a range of 8 to 12 years. All four
therapists had participated in at least one previous clini-
cal trial in which they served as research therapists for
CBT treatment.

Patients were treated with standard cognitive-
behavioral therapy in the second session (described in
Jacobson et al.16). The study included all sessions of
CBT, but we chose to look only at session 2 of CBT in
order to minimize the effect of treatment outcome on
our measurement of alliance.

Measures

The WAI-O-S (short observer-rated version) was
completed for each of the 70 tapes of session 2 by each

of two raters as described below. This scale consists of
12 items, 10 positively worded and 2 negatively
worded, rated on a 7-point Likert-type scale. The items
are divided into three subscales of 4 items each, as
shown in Table 1. The subscales, based on Bordin’s6

working alliance theory, are Goal (agreement about
goals of therapy; e.g., “The client and therapist have
established a good understanding of the changes that
would be good for the client”), Task (agreement about
the tasks of the therapy; e.g., “There is agreement on
what is important for the client to work on”), and Bond
(the bond between the client and therapist; e.g., “There
is mutual trust between the client and therapist”). The
WAI-O-S has been previously shown to have a good
reliability (r�0.81; L. Gelfand and R. DeRubeis, un-
published manuscript), and research has also shown
strong support for the reliability of the WAI scales in
general, as well as some support for their validity.20

TABLE 1. All items on WAI-O-S as organized by the three
subfactors of the General Therapeutic Alliance
factor

Goal
Item 4: There are doubts or a lack of understanding about

what participants are trying to accomplish in therapy.
Item 6: The client and therapist are working on mutually

agreed upon goals.
Item 10: The client and therapist have different ideas about

what the client’s real problems are.
Item 11: The client and therapist have established a good

understanding of the changes that would be good for
the client.

Task
Item 1: There is agreement about the steps taken to help

improve the client’s situation.
Item 2: There is agreement about the usefulness of the current

activity in therapy (i.e., the client is seeing new ways
to look at his/her problem).

Item 8: There is agreement on what is important for the client
to work on.

Item 12: The client believes that the way they are working with
his/her problem is correct.

Bond
Item 3: There is a mutual liking between the client and

therapist.
Item 5: The client feels confident in the therapist’s ability to

help the client.
Item 7: The client feels that the therapist appreciates him/her

as a person.
Item 9: There is mutual trust between the client and therapist.

✒ Note: WAI-O-S�Working Alliance Inventory, shortened
observer-rated version.
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TABLE 2. Factor structure of CBT alliance as measured by the
WAI-O-S

WAI-O-S Item # Factor 1 Loadings Factor 2 Loadings

1 0.89 0.13
2 0.88 0.16
3 0.39 0.80
4 0.62 0.19
5 0.83 0.17
6 0.81 0.15
7 0.04 0.93
8 0.81 0.28
9 0.21 0.87

10 0.74 0.17
11 0.83 0.18
12 0.92 0.18

✒ Note: CBT�cognitive-behavioral therapy; WAI-O-S�Working
Alliance Inventory, shortened observer-rated version.

Procedure

All study sessions were audiotaped. We rated ses-
sion 2 of CBT. This resulted in a total of 94 sessions.
Fifteen of these sessions were removed from the study
because either the patient dropped out of therapy be-
fore the 8th session or the patient’s BDI score was 14
or less at session 1. Of the remaining 79 audiotaped
sessions, 9 were inaudible, leaving us with 70 total
observations of session 2. The two raters were a Uni-
versity of Pennsylvania psychology major who par-
ticipated in approximately 25 hours of training and a
University of Pennsylvania psychology graduate stu-
dent with extensive rating experience. Training was
completed by using sample sessions of CBT that the
two raters rated separately, comparing the ratings af-
terwards. Training proceeded until the two raters had
a similar understanding of the scale items and scoring
procedures, and until the reliability between the two
raters was deemed acceptable. Ratings were made in-
dependently after listening to an entire session of ther-
apy and then averaged, and the raters were blind to
the identity of the patient and therapist and to the
eventual outcome of each case.

The interrater reliability of the two raters on the
WAI-O-S, estimated by a Pearson correlation coeffi-
cient, was 0.67. The item-by-item interrater reliabilities
ranged from a low of 0.14 to a high of 0.65, with a
median of 0.42. We would have liked slightly higher
item-by-item reliabilities, especially for item 4, which
had a reliability of only 0.14, but overall, the interrater
reliability and the item-by-item interrater reliabilities
were typical for observer alliance scales.3

Data Analysis

We managed to secure a sample (N�70) that pro-
vided a participant-to-factor ratio (for the two factors
described below) of 35:1 and a participant-to-variable
ratio (for the 12 scale items) of 6:1. This should yield a
clear and stable factor solution with no spurious find-
ings. In order to determine the factor structure of the
12-item WAI-O-S rating scale, ratings were subjected to
a principal components analysis using JMP-IN (SAS In-
stitute, Inc.) statistical software. We determined the
number of factors by using the “eigenvalue greater than
1” criterion. After the number of factors was deter-
mined, orthogonal rotation was performed.21,22

RESULTS

Our principal components analysis revealed that CBT
alliance, as measured by the WAI-O-S, has a factor
structure consisting of two independent factors. The
principal component eigenvalues were 7 and 1.8,
accounting for 73.4% of the total sample variance
(58.4% and 15%, respectively). After orthogonal rota-
tion, the two factors were readily interpretable (Table
2). The WAI-O-S Goal and Task items group on the
first factor, along with the confidence Bond item (Item
#5), and the other three Bond items group on factor 2
(Table 3).

Factor 1: Agreement/Confidence. The first factor consists
of the four Goal items, four Task items, and one Bond
item from the WAI-O-S. As shown in Table 3, this factor
includes items such as “There is agreement about the
steps taken to help improve the client’s situation,” and
“The client and therapist are working on mutually
agreed-upon goals.” The Bond item that loaded highly
on this factor was item 5, “The client feels confident in
the therapist’s ability to help the client.” The item-by-
item factor loadings can be seen in Table 2, clearly
showing which items belong with which factor.

Factor 2: Relationship. The second factor consists of the
remaining three Bond items of the WAI-O-S. The items
can be seen in Table 3 and include those items that are
related to the interpersonal relationship between the
therapist and the patient. The item-by-item factor load-
ings appear in Table 2.
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TABLE 3. Two factors of CBT alliance as measured by the
WAI-O-S

Factor 1: Agreement/Confidence

Goal
4. There are doubts or a lack of understanding about what

participants are trying to accomplish in therapy.
6. The client and therapist are working on mutually agreed-upon

goals.
10. The client and therapist have different ideas about what the

client’s real problems are.
11. The client and therapist have established a good

understanding of the changes that would be good for the
client.

Task
1. There is agreement about the steps taken to help improve the

client’s situation.
2. There is agreement about the usefulness of the current activity

in therapy (i.e., the client is seeing new ways to look at his/her
problem).

8. There is agreement on what is important for the client to work
on.

12. The client believes that the way they are working with his/her
problem is correct.

Bond (confidence item)
5. The client feels confident in the therapist’s ability to help the

client.

Factor 2: Relationship

Bond (remaining Bond items)
3. There is a mutual liking between the client and therapist.
7. The client feels that the therapist appreciates him/her as a

person.
9. There is mutual trust between the client and therapist.

✒ Note: WAI-O-S items loading on Factor 1 and Factor 2.
CBT�cognitive-behavioral therapy; WAI-O-S�Working
Alliance Inventory, shortened observer-rated version.

DISCUSSION

These findings show us that Bordin’s6 Goal and Task
components seem to go together, at least in CBT. Factor
analysis does not necessarily suggest that Goal and Task
are not distinct concepts, but what it does show is that
they covary in CBT and are largely independent of the
other alliance factor, Relationship. Bordin’s6 compo-
nents may in fact be distinct concepts, but the important
finding is that Task and Goal items, as well as the con-
fidence Bond item, should be measured together, sep-
arately from the items that refer to the interpersonal
relationship between therapist and client. If we are to
make use of these findings, new scales will be needed
that are based on the two factors discovered.

The results suggest a rethinking of Bordin’s6 model
of alliance in CBT. Alliance in CBT may in fact be made

up of two independent constructs, the Agreement/Con-
fidence factor and the Relationship factor. One impor-
tant implication of this finding is that many past studies
looking at alliance in CBT may have been mistaken in
looking mainly at a general alliance factor rather than
the two-factor structure we have discovered. Also, the
WAI-O-S scale is growing in popularity, and the other
WAI scales have been some of the most often used al-
liance scales for years.5 Because all of these scales are
based on Bordin’s6 model of alliance, it is important to
acknowledge the possibility that the Task and Goal
components, though distinct, covary as one factor, as
measured in CBT by the WAI scales. Furthermore, the
confidence item does not seem to fit in Bordin’s6 Bond
component, suggesting that confidence in the therapist
and therapy also falls within the factor comprising Task
and Goal.

In CBT, it seems reasonable that once a patient par-
ticipates collaboratively in carrying out the therapy ac-
cording to its rationale, he or she will have learned some
of the goals of the therapy and the tasks that are con-
ducted in order to achieve those goals. The goal of
changing irrational thinking, for example, and the task
of working on irrational thoughts seem explicitly re-
lated, possibly explaining why Task and Goal items may
covary and result in a separate factor in CBT, indepen-
dent from the Relationship factor. The confidence item
from Bordin’s6 Bond subscale may load on the Agree-
ment factor because confidence in the therapist may
speak to something different from the interpersonal re-
lationship with the therapist. Confidence in a therapist’s
ability to help the client refers to helping the client with
the tasks and also helping the client eventually achieve
certain goals; it does not refer so much to the interper-
sonal relationship with the therapist. The Relationship
factor speaks more to emotional elements such as mu-
tual liking, trust, and appreciation between the therapist
and client, and not so much to the more rational ele-
ments of the actual work done in CBT and the client’s
confidence in the therapist’s ability to perform that
work.

Although our findings suggest important and new
directions in CBT alliance research, concentrating not
on one general alliance factor but on two independent
factors (Agreement/Confidence and Relationship), this
study does have some limitations. First, the fact that we
had only audiotapes, as opposed to video, may have
made the observation of alliance more difficult. Second,
we used a short version of the WAI-O. The long version
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would have had three times as many items to load onto
factors. With only 12 items, we may have missed a more
precise conceptualization of the construct of alliance in
CBT. For example, we would have been happier with
more than one confidence item, looking for those items
to load onto the Agreement/Confidence factor rather
than the Relationship factor.

Our study underscores the need for future research,
suggesting the need for new alliance scales that take the
two-factor conceptualization of alliance into account.
That “alliance” is one general construct can no longer
be an acceptable assumption in CBT research. Lubor-
sky et al.23 also suggest that the factor structure of alli-
ance in psychodynamic therapy may in fact consist of

several independent factors. Future factor analyses
should be conducted on all forms of therapy to better
understand the alliance. Given the WAI scales’ wide-
spread use, their pantheoretical nature, and the evi-
dence of their reliability and validity,20 researchers
undertaking future factor analyses should use the longer
versions of these scales and attempt to replicate our re-
sults. A closer look at other alliance scales would be of
interest as well, since different measures may tap into
different and distinct aspects of the alliance. There is a
lot of work ahead for our field, but a deeper and more
precise understanding of the therapeutic alliance is nec-
essary to examine a construct that may in fact be far
more complex than we have assumed.
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